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Vaginal symptoms are a common and recurring problem affecting about 10% of \\omen in general practice. T here 
is an increase in vaginal discharge with puberty, sexual activity and the oral contraceptive pill. The most common 
infective causes are Candida. bacterial vaginosis. Trichomonas. Gonorrhoea and Chlamydia. Symptoms are of little 
diagnostic value. A detailed sexual history and examinalion follO\\ecl by vaginal pH. saline/lO% KOH \\et mount, 
cervical cytoJog:" and microbiological examination will guide appropriate treatment. 
resulting in local pain, initation and occasionally pruritus. Symptoms 
often peak just after menses. External genital examination may be 
normal in men and women. Vulvar and vaginal wall erythema may 
be present; the "strawberry cervix" appearance caused by inflammatory 
punctate haemorrhage is uncommon. Infection during pregnancy 
has been associated with preterm deliveries and low birth weight 
infants. The pH is usually between 5.0-6.0 and motile trichomonads 
are visible on saline mount. Both partners should be treated with 
Metronidazole (400mg bd or a single dose of 2 g). A test of cure 
should be done after one week with microscopy and culture. 
Vaginal symptoms are often asswned to be due to thrush, but 
bacterial vaginosis has been found to be associated with up to half 
of patients with vaginal symptoms7. Bacterial vaginosis has a 
12.0lymicrobial aetiology including the grarn negative anaerobe 
Gardnerella vaginalis. It is often asymptomatic except in the pre- and 
post-menstrual periodS. Three out of four of the follOWing criteria 
should be present to diagnose bacterial vaginosis: VagiQ~ pH 4.5; 
homogeneous grey discharge; fishy odour with 10% KOH; clue cells 
on wet mount (epithelial cells with bacilli attached to their surface). 
Bacterial vaginosis has been associated with pelvic inflammatory 
disease after abortion, endometritis after caesarean section, amniotic 
fluid infections, and preterm or low birth weight delivery9. 
Treatment is with oral (400m~ bd for 5 days, or 2 g single dose) 
or topical metronidazole (0.7J% gel for 5 days) or clindam'ycin 
(2% cream for 7 dars, 100mg ovules daily for 3 days, or 30U mg 
orally bd for 7 days . Treatment regimens have similar cure rates 
of 7U-80% after four weeks, but 6U% of women relapse in three 
months6. Recurrent symptoms may result in psychosexual problems. 
It is essential to review intimate hygiene practices and to avoid 
douching as this removes the healthy lactobacilli in the vagina. 
In conclusion, although many women with vaginal discharge 
often seek medical advice, this common condition is poorly 
predictive of sexually transmitted diseases. The advantage of 
managing this common condition in a genitourinary clinic is that 
microbioloEical tests are readily available to establish an accurate 
diagnosis. If a sexually transmitted disease is diagnosed, contact 
tracing through a genitourin~y clinic is mandatory (One may 
contact Dr Carabot at Boffa Hospital on 22987115). [3] 
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